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Background: In response to the recommendations of the National Conﬁdential Enquiries into Perioper-
ative Deaths many UK hospitals have introduced a half day (morning or afternoon) planned list for
emergencies. We have compared two district general hospitals (DGH A and DGH B) within the same
Trust with an afternoon and a morning list, respectively, and examine whether there is any effect on the
emergency and urgent laparotomy workload.
Methods: We conducted a retrospective comparative audit of emergency and urgent laparotomies per-
formed in a six-month period at the two hospitals. The chi-square test was used for statistical analysis.
Results: In DGH A and DGH B, 79 and 73 laparotomies were performed, with 18% and 22% mortality,
respectively, (p¼ 0.609). The median age was 74 (18–93) years and 67 (12–92) years and the median
postoperative stay was 12 (1–149) days and 14 (4–74) days, respectively. 59 laparotomies were per-
formed during weekdays in DGH A and 51 in DGH B. There was no difference between hospitals in the
seniority of the operating surgeon or the level of supervision. DGH A accommodated 24% of its lapa-
rotomies on the afternoon emergency list, 39% on elective lists, 29% in the evening, and 8% at night. DGH
B accommodated 33% of its laparotomies on the morning emergency list, 8% on elective lists (p¼ 0.001),
51% in the evening (p¼ 0.063), and 8% at night. Overall 63% of laparotomies in DGH A and 41% in DGH B
were done during daytime.
Conclusion: Less than one-third of laparotomies were performed on the emergency list, suggesting
underutilisation. The seniority of the surgeon and the level of supervision were similar at both sites.
Neither morning nor afternoon proved better in terms of service provision or training opportunities. By
accommodating laparotomies onto an elective list DGH A reduced the number of laparotomies per-
formed in the evening.
 2008 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.1. Introduction
Dedicated theatre lists for emergencies during normal working
hours were introduced into UK hospitals in the early 1990s as
a result of recommendations of the National Conﬁdential Enquiries
into Perioperative Deaths (NCEPOD).1–4 These lists are commonly
known as CEPOD lists. The primary recommendation was that
a dedicated emergency theatre should be available at all times.
Although some hospitals have introduced an all day CEPOD list,5,6
for many district general hospitals (DGH) this is an unrealistic
proposition as there is insufﬁcient emergency operative work to
keep a theatre busy all day; in addition such a policy would result in
a signiﬁcant reduction in elective throughput. Therefore many
hospitals have introduced a half day emergency list, either
morning7,8 or afternoon.9,10 The East Sussex Hospitals Trust (ESHT)
consists of two hospitals, DGH A and DGH B. The two hospitals aretas).
ciates Ltd. Published by Elsevier Ltof similar size and have a catchment population of 220,000 and
180,000, respectively. DGH A operates an afternoon CEPOD list
provision while DGH B offers a morning list. The CEPOD list in DGH
A is used for emergencies in general surgery, urology, gynaecology
and obstetrics, ENT, and maxillofacial surgery. In DGH B it is used
for general surgery, urology, ENT, and gynaecology only. There is
separate provision for orthopaedic emergencies during theworking
week. An initial six-month audit was carried out at DGH B, which
revealed a low CEPOD list utilisation rate. One of the suggestions
was to alter provision to an afternoon CEPOD list. Before making
any change we decided to repeat the audit at the DGH A, where
afternoon CEPOD lists existed, and compare results. We were
interested in particular on the impact of CEPOD timing on service
provision and on training opportunities. This paper discusses the
comparative results from both audits.
2. Methods
This was a retrospective study of all urgent, emergency and
expedited laparotomies carried out during a six-month period. Itd. All rights reserved.
Table 2
Urgent and emergency laparotomies performed during weekdays.
DGH A, n (%) DGH B, n (%) p-values
CEPOD list 14 (24) 17 (33) 0.349
Elective list 23 (39) 4 (8) 0.001
Evening 17 (29) 26 (51) 0.063
After midnight 5 (8) 4 (8) 0.893
Total 59 51
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a laparotomy during the same admission. It focussed on the time of
the operation, the seniority of the operating surgeon, and whether
the morning or afternoon CEPOD list had any effect on this. Data
was obtained from the theatre computer system, E-searcher, which
is a hospital database, and case notes. The chi-square test was used
for statistical analysis.
3. Results
In DGH A 79 laparotomies were performed, excluding vascular
emergencies, compared to 73 in DGH B. The overall 30-day
mortality rate was 18% and 22%, respectively. The median age of
patients was 74 years (range: 18–93) in DGH A and 67 years (range:
12–92) in DGH B. The median postoperative stay including deaths
was 12 days (range: 1–149) and 14 days (range: 4–74), respectively.
The basic demographic data is shown in Table 1.
The number of urgent laparotomies performed on weekdays
was 59 at DGH A and 51 at DGH B. Detailed data can be found in
Table 2. There was a signiﬁcant difference in the number of urgent
laparotomies performed on elective lists: 23 (39%) for DGH A and 4
(8%) for DGH B (p-value¼ 0.001). Urgent laparotomies done in
elective lists included slots speciﬁcally reserved by a consultant,
slots in lists ﬁnishing earlier or having cancellations or slots in lists
being reduced or cancelled due to a consultant being on leave. DGH
A had a lower percentage of laparotomies (24%) performed during
the afternoon CEPOD list compared to the DGH B morning CEPOD
list (33%), but this was not statistically different. The overall uti-
lisation of CEPOD list time for any specialty and any type of oper-
ation was 45% in DGH A and 44% in DGH B, implying that over half
of the CEPOD list time was unutilised. DGH A had 29% of laparot-
omies done in the evening compared to DGH B 51% (no statistical
difference due to small sample size). Nocturnal (starting time
between midnight and 08.00) surgery rates were similar and very
low (8%). Overall 63% of urgent laparotomies in DGH A and 41% in
DGH B were performed during working hours (starting time
between 08.00 and 17.00).
The seniority of the surgeon performing urgent laparotomies
during weekdays is shown in Table 3. The results are similar with
consultants performing 30% of laparotomies in DGH A and 33% in
DGH B. Unsupervised SpRs performed 24% of laparotomies in DGH
A and 16% in DGH B, and unsupervised staff grade surgeons did 24%
of laparotomies in DGH A and 33% in DGH B. Supervised middle
grade surgeons (SpR or staff grade) performed 22% of laparotomies
in DGH A and 18% in DGH B.
The seniority of surgeon according to time can be found in Fig. 1.
These charts show that consultant participation in CEPOD list is low
and middle grade surgeons mostly perform these operations
unsupervised. They also clearly demonstrate opposing peaks
between the two hospitals when consultants become most actively
involved; during elective lists in DGH A and during evening surgery
at DGH B.
4. Discussion
Previous NCEPOD reports have shown that many operations
were performed out of hours by unsupervised junior surgeons andTable 1
Basic demographics.
DGH A DGH B
Number of laparotomies 79 73
30-day mortality 18% 22%
Median age and range 74 (18–93) 67 (12–92)
Median postoperative stay in days and range 12 (1–149) 14 (4–79)anaesthetists.1–3 The introduction of CEPOD lists during normal
working hours had a positive effect on this by virtually eliminating
nocturnal surgery.4–10 Although more urgent operations are being
performed during normal working hours, the number of urgent
operations performed in the evening has not reduced, reﬂecting the
difﬁculty of allocating adequate operative time for emergency work
during normal working hours.5–11 The CEPOD lists in ESHT are
conducted by a nominated middle grade surgeon who can have
a variable degree of experience; crucially there is no nominated
consultant cover. This is because the CEPOD list is not a deﬁned part
of the consultants’ job planwhomay have other commitments such
as outpatient clinics, elective lists or administrative work. A
consultant is, however, available in another theatre if advice is
required. The consequence of this was that CEPOD list running
without consultant cover attracted only 24% and 33% of urgent
laparotomies in DGH A and DGH B, respectively. In DGH B 51% of
laparotomies were performed in the evening with a consultant
having to attend on 17 out of 26 (65%) cases. This is because some of
the most complex laparotomies had to be delayed until later in the
evening when a consultant was available to perform or supervise
the procedure. In DGH A the utilisation of CEPOD list was even
lower, with only two out of ﬁve consultants attending the list
during the six-month period of the study. Despite this, only 29% of
laparotomies were performed in the evening, and a consultant had
to attend on 7 out of 17 (41%) cases. This was achieved by the
greater ﬂexibility of DGH A which managed to include 39% of its
urgent laparotomies onto elective lists.
Emergency surgery offers plenty of opportunities for training.
Our results showed that although consultants attended in 52% and
51% of urgent laparotomies in DGH A and DGH B, the level of
consultant supervised cases was generally low at 22% and 18%,
respectively. An unsupervised laparotomy is not considered to be
a training event; however, it is a step towards achieving indepen-
dence and reaching consultant status. Consultants performed 30%
and 33% of laparotomies in DGH A and DGH B. This seems excessive
and it may reﬂect a combination of a complex caseload and regis-
trar inexperience. Nevertheless, aspects of these cases can still be
utilised for training. From Fig. 1 it is obvious that the best training
opportunities in urgent laparotomies were obtained during elective
lists in DGH A and in the evening in DGH B where consultant
participation was 70% and 65%, respectively. CEPOD lists not only
were underutilised for laparotomies but consultant participation
dropped to 43% and 41%, respectively.
The management of surgical emergencies remains more rele-
vant than ever. Several studies have demonstrated that there has
been an increase in volume over the years.11,12 Government targets
continually lay an emphasis on elective work, ignoring the fact thatTable 3
Seniority of surgeon performing urgent laparotomies during weekdays.
DGH A, n (%) DGH B, n (%)
Consultant performed 18 (30) 17 (33)
SpR performed 14 (24) 8 (16)
Staff grade performed 14 (24) 17 (33)
Middle grade supervised 13 (22) 9 (18)
Total 59 51
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Fig. 1. Seniority of surgeon according to time.
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tremendous pressure on clinicians not only to achieve those targets
but also to provide a safe service for the emergencies. The tradi-
tional surgical emergency team consisted of a consultant, a regis-
trar, and junior doctors. Emergencies were managed almost
entirely by the on-call registrar and on occasion, help would be
afforded by the consultant who usually carried on with his elective
work. This model has signiﬁcantly changed over the last few years
as new registrars have become progressively less experienced and
more active and frequent involvement of the consultants has
become necessary. These issues have been addressed in some
centres by introducing a dedicated emergency team free from other
commitments.12,13 This will include a consultant who cancels all
elective work and is on call for one week at a time. A recent paper
highlighted the value of creating the post of a consultant ‘‘emer-
gency surgeon’’ dedicated to the management of emergencies
during normal working hours.14 There is clearly no single solution
for every hospital. Hospitals with a smaller emergency caseload are
likely to continue to function in the traditional manner of the
emergency on-call team, with the recognition of the need for more
active consultant participation.
The use of the CEPOD list for urgent laparotomies depends on
the presence of appropriately trained staff. More complex lapa-
rotomies cannot be performed by middle grade surgeons without
the presence of a consultant surgeon. The introduction of ‘‘Calman’’
training and the European Working Time Directive reduced,
respectively, the years of training and the hours of work. This has
had a detrimental effect on the experience of middle grade
trainees.15 The application of Modernising Medical Careers is
expected to make things evenworse as streamline progression will
result in trainees becoming middle grades with very little experi-
ence under their belt. This is likely to have a greater impact in DGHs
which traditionally receive registrars who are in the early years of
their training compared to the large teaching hospitals where
trainees go towards the end of their training. If DGHs want to
further reduce the out of hours’ laparotomies, they need to be able
to utilise their CEPOD lists better. This in turn means that consul-
tants’ job plan may have to be altered to recognise this need. An
alternative strategy is to accept that a CEPOD list is not suitable for
complex laparotomies and, by showing ﬂexibility, accommodate
these laparotomies on elective lists. This strategy has worked well
in DGH A, but it may be difﬁcult to apply it in other hospitals
without the same degree of good communication, team working
and ﬂexibility.
5. Conclusion
For those hospitals that only have a half day emergency list
during normal working hours, our audit has shown that the timingof CEPOD list does not have any effect on its utilisation for urgent
laparotomies. Furthermore this timing does not appear to inﬂuence
training opportunities as the majority of training cases are being
performed outside the remit of the CEPOD list. It is important that
these ﬁndings are recognised for the purposes of service and
training provision and should be taken into consideration for
consultant job planning.Conﬂict of interest
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